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S/S-D

An unannounced Annual, Complaint and
Emergency Preparedness Survey was con-
ducted at this facility from October 20,
2025, through October 23, 2025. The defi-
ciencies contained in this report are based
on interviews, record review and review of
other facility documentation as indicated.
The facility census on the first day of the sur-
vey was eighty (80). The survey sample to-
taled ten (10) residents.

Abbreviations/definitions used in this State
Report are as follows:

DON - Director of Nursing;

LPN - Licensed Practical Nurse;

NHA — Nursing Home Administrator;
RN — Registered Nurse;

UAI (Uniform Assessment Instrument) — a
document setting forth standardized criteria
developed by the Division to assess each
resident’s functional, cognitive, physical,
medical, and psychosocial needs and status.

Assisted Living Facilities

Medication Management

An assisted living facility shall establish and
adhere to a written medication policy and
procedures which shall address:

Residents who self-administer medications
shall be provided with a lockable container
or cabinet. This requirement does not ap-
ply to medications that are kept in the im-
mediate cantrol of the individual resident,
such as i rja poc or in a purse. Facility

7

A. A lockbox was immediately pro-
cured for Resident R10’s medicines. All
medications are now stored in the lock-
box in the resident’s apartment, under
lock and key.

B. All residents who administer their
own medications have the potential to be
affected.

C. A comprehensive review will be
conducted of all residents who adminis-
ter their own medications to ensure each
has a lockbox for medications in place
and that their medications are secured.
Root Cause Analysis of the issue revealed
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policy must require that medication be se- | the resident was non-compliant with fa-
cured in a locked container or in a locked | cility protocols of keeping medicationina
room. locked container or their apartment. Res-
ident education on the need to secure
This requirement was not met as evidenced | medications will be provided to all who
by: self-administer medications (Attachment
1). Those who are unable or unwilling to
Based on observation and interview, it was secure their own medications will have
determined that for one (R10) out of one | their medications administered by the
resident reviewed for self-administration of | community staff. Additionally, in-ser-
medications, the facility failed to ensure | vices will be provided to all nurses and
medications were stored in a locked con- | medication technicians to ensure they
tainer. Findings include: are familiar with the requirement that
self-medicating residents secure their
6/2/25 - R10’s self-administration of medi- | medications (Attachment 2).
cations was assessed.
) D. The DON/designee will conduct
16/20/25 10:00 AM - An obser.vatlon of random audits of medication lockboxes
R10’s room revealed that her main door to | ¢ 209 of self-medicating residents to en-
her room was unlocked, and her prescrip- | gyre they properly secure their medica-
tion medications were in a non-locked | tions (Attachments 3and 4). These au-
drawer in her kitchen. dits will be conducted daily until five con-
10/20/25 12:10 PM - During an interview, E3 secutive days of 100% co.mpliance, then
’ ' weekly until 100% compliance is
(Nursing Supervisor) revealed that the Di- | ,chjeved over four consecutive evalua-
rector of Nursing (DON} is responsible for | tjons. Audits will continue monthly until
assessing residents for self-administration | 100% compliance for two consecutive
of medication at admission to the facility. E3 | evaluations, then quarterly until 100%
confirmed that R10 did not have a lock box | compliance is achieved for two quarters.
for their medications. If 100% compliance is achieved for two
consecutive quarters the community will
10/21/2025 11:00 PM - During an interview, | conclude the deficiency has been cor-
E2 (DON) confirmed that R10’s medication | rected. Audit results will be reviewed at
was not kept in a locked container, cabinet, | the facility Quality Assurance/Perfor-
or drawer. mance Improvement Committee.
10/23/25 2:00 PM - Findings were dis-
cussed with E1 (NHA) and E2 during the
exit conference.
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A resident seeking entrance shall have an
initial UAl-based resident assessment com-
pleted by a registered nurse (RN) acting on
behalf of the assisted living facility no more
than 30 days prior to admission. In all
cases, the assessment shall be completed
prior to admission. Such assessment shall
be reviewed by an RN within 30 days after
admission and, if appropriate, revised. If
the resident requires specialized medical,
therapeutic, nursing services, or assistive
technology, that component of the assess-
ment must be performed by personnel
qualified in that specialty area.

This requirement was not met as evidenced
by:

Based on record review and interview, it
was determined that for one (R2) out of ten
sampled residents, the facility failed to re-
vise a UAl-based resident assessment. Find-
ings include:

8/12/25 - An initial UAl was completed for
R2. The UAI fall risk assessment recorded
that R2 had no falls in the last 30 days or in
the last 31-180 days.

8/17/25 — R2 was admitted to the facility.

8/20/25 11:33 PM — A progress notes for R2
documented that, “Resident had fall during
fire alarm and hit head — sent to [hospital]
for evaluation.”

9/17/25 — The 30-day UAI fall risk assess-
ment documented that R2 had no falls in the
last 30 days or in the last 31-180 days. The

facility failedtp update R2’s UAl assessment
to identify. j M
L

A R2’s UAl was reviewed and up-
dated. UAI currently reflects R2’s fall sta-
tus.

B. All residents have the potential to
be affected. All residents with falls were
reviewed against the accuracy of their
most recent UAI.

C. A comprehensive review will be
conducted of Uniform Assessment Instru-
ments (UAls) for all current residents to
ensure they accurately reflect the resi-
dent’s condition and any changes in con-
dition are appropriately reflected in the
latest UAI. Root Cause Analysis of the is-
sue revealed: while the resident’s fall sta-
tus was correctly reflected in their current
assessment, that status was not trans-
posed to the UAl in a timely fashion. Addi-
tionally, in-services will be provided by the
Director of Nursing (RN) to nurses to en-
sure they are aware of the importance of
updating UAIs with any changes the resi-
dent may experience since the previous
UAI was completed (Attachment 2).

D. The DON/designee will conduct
random audits of resident UAls and Ser-
vice Plans 10% of residents to ensure they
are consistent and properly reflect the
residents’ current condition and service
requirements (Attachments 5 and 6).
These audits will be conducted daily until
five consecutive days of 100% compli-
ance, then weekly until 100% compliance
is achieved over four consecutive evalua-
tions. Audits will continue monthly until
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3225.19.7
3225.19.7.7.2
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10/23/25 11:25 AM — During an interview,
E2 (DON) confirmed that the 30-day UAI for
R2 did not accurately represent the fall that
R10 had on 8/20/25.

Reportable incidents shall be reported im-
mediately, which shall be within 8 hours of
the occurrence of the incident, to the Divi-
sion. The method of reporting shall be as
directed by the Division.

Reportable incidents include:

Injury from a fall which results in transfer
to an acute care facility for treatment or
evaluation, or which requires periodic reas-
sessment of the resident’s clinical status by
facility professional staff up to 48 hours.

This requirement was not met as evidenced
by:

Based on record review and interview, it
was determined that for one (R8) out of six
residents reviewed for falls, the facility
failed to report R8's fall that required peri-
odic monitoring to the State agency within
the appropriate timeframe. Findings in-
clude:

1/10/25 - R8 was admitted to the facility.

1/12/25 9:06 AM — A progress note docu-
mented that R8 had a fall at 8:30 AM with
an injury noted to the back of the head. R8
was transported to the hospital.

1/17/25 10:18 AM - The facility submitted
an incident report that documented that R8
had an unwitnessed fall in her room and was
transferreﬁto the hospital.

i

100% compliance for two consecutive
evaluations, then quarterly until 100%
compliance is achieved for two quarters.
If 100% compliance is achieved for two
consecutive quarters the community will
conclude the deficiency has been cor-
rected. Audit results will be reviewed at
the facility Quality Assurance/Perfor-
mance Improvement Committee.

A. R8 is no longer a resident of the
community. Unable to correct the issue.

B. All residents have the potential to
be affected.

C. A comprehensive review will be
conducted of all incidents that were self-
reported to the Division of Healthcare
Quality from 01/17/2025, onward to deter-
mine if any other incidents were reported
outside the required timelines. Root
Cause Analysis of the issue revealed that
the staff nurse reporting the incident ex-
perienced difficulties with the new Inci-
dent Reporting system. She subsequently
submitted the report at a later date, once
issues were resolved. Allindividuals re-
sponsible for timely reporting of incidents
witl be in-serviced by the Director of Nurs-
ing (RN) on the necessity to report inci-
dents to the Division of Healthcare Quality
timely (Attachment 2).
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10/22/25 12:00 PM - During an interview, E2 | D. The DON/designee will conduct

(DON) confirmed that the incident occurred | audits (Attachment 7) of all reportable

on 1/12/25 and was reported to the State | events to ensure they were reported

Agency on 1/17/25 10:18 AM. timely and that mandatory follow-up re-
porting was completed timely as well.

The facility failed to submit the incident re- | These audits will be conducted weekly un-

port to the State Agency within eight hours. | til 100% compliance is achieved over four

Lo ) consecutive evaluations. Audits will con-

10/23/25 2:00 PM - Findings were discussed | in1e monthly until 100% compliance for

with E1 (NHA) and E2 during the exit confer- | two consecutive evaluations, then quar-

ence. terly until 100% compliance is achieved
for two quarters. If 100% compliance is
achieved for two consecutive quarters the
community will conclude the deficiency
has been corrected. Audit results will be
reviewed at the facility Quality Assur-
ance/Performance Improvement Commit-
tee.
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